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Highlights 
 
 Participants perceived that groups were largely positive and can facilitate a 
sense of normalcy. 
 Interactions with peers, and opportunities for learning and ‘doing’ emerged 
from participant perspectives. 
 Key considerations for groups were identified including the mix of participants. 
 A consumer-focused approach to health care would support the use of 
occupational therapy groups in TBI rehabilitation. 
 
Abstract 
 
Objectives: The use of groups is common in healthcare. There is a paucity of 
research which captures patient experiences of group participation. The aims of this 
study were to explore the perceptions and experiences of people with traumatic brain 
injury (TBI) about their participation in inpatient occupational therapy rehabilitation 
groups 
Method: A phenomenological approach guided the study. Patients with a TBI who 
were participating in an inpatient occupational therapy group program were recruited.  
Data were collected through semi-structured interviews and analysed using content 
analysis. 
Results: Fifteen participants consented to the study. Three themes emerged from 
the data; 1) feeling normal, comfort and connected; 2) learning by doing, seeing and 
sharing and; 3) practicalities of groups. Participants highlighted that groups facilitated 
AC
CE
PT
ED
 M
AN
US
CR
IPT
 3 
opportunities to practice skills and prepared them for the real world. Opportunities for 
interaction and support were also emphasised as positive by participants.  
Conclusion: Perceptions of patients about participation in groups were generally 
positive, and as such a consumer-focused approach to healthcare would support the 
use of occupational therapy groups in TBI rehabilitation.  
Practice Implications: Recommendations from the perspectives of patients include 
consideration of the selection of group participants, and meeting individual needs 
and goals within a group setting. 
 
Key words: groups, traumatic brain injury, patient perspectives 
 
 
1. Introduction 
 
Groups are commonly used in health care [1]. The value of opportunities for peer 
support and learning, and adjustment following injury or illness are consistently 
identified in the rehabilitation literature [2-4]. Rehabilitation groups can be used for 
education, to practice skills and strategies, to maximize therapy intensity, and to 
provide opportunities for peer support [1,2]. The focus of rehabilitation groups can 
vary, from discipline specific such as physical fitness and exercise groups [5], to 
multidisciplinary such as coping skills groups [6]. The profession of occupational 
therapy has a long history of using groups as a core treatment modality, and groups 
continue to be commonly used across clinical settings [7]. Groups are frequently 
used in traumatic brain injury (TBI) rehabilitation programs [8,9]. 
 
TBI are those injuries caused by a blow, bump, blast, or jolt, such as those resulting 
from a road traffic accident, that disrupt normal brain function [10,11]. Approximately 
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10 million people worldwide sustain a TBI annually [12]. The severity of disability 
resulting from TBI can vary greatly, and has the potential to impact on physical, 
cognitive and psychosocial functioning, and participation in life roles [13,14]. 
Rehabilitation is recommended following a TBI to maximize recovery [10,11,15,16]. 
A study by Hammond et al. [8] of 2130 consecutive rehabilitation admissions with 
TBI (in the United States and Canada) identified that on average groups accounted 
for 13.7% of patient therapy sessions, with patients spending 10.8 hours on average 
in groups.  In rehabilitation, as in other health services, patient feedback about their 
perspectives and experiences is important.  
 
Consumer engagement has been identified as integral to health service 
development, delivery and evaluation [17]. The Declaration of Alma Ata of 1978 
“requires and promotes maximum community and individual self-reliance and 
participation in the planning, organization, operation and control of primary health 
care” [18, p.2]. Implementation of this requires patient feedback regarding their 
experiences of health services and interventions [19,20]. 
 
A scoping review exploring the use of groups in TBI rehabilitation identified that 
despite the accepted need for consumer engagement in healthcare, only 
approximately one third of included studies incorporated patient feedback [21]. Most 
studies sought basic feedback about content, resources and facilitator style, rather 
than about group participation. Further, only four qualitative studies investigated 
patient perspectives. Themes common across these studies included that groups 
provided opportunities for peer support and learning, reduced social isolation, and 
assisted adjustment post TBI [22-25]. The scoping review concluded that while 
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groups are widely used, there is limited specific literature to guide clinicians in the 
delivery of groups in TBI rehabilitation [21]. Given the lack of depth of knowledge, 
and the importance of patient feedback, further in-depth analysis of groups from the 
perspectives of patients with TBI is warranted. 
 
The Brain Injury Rehabilitation Unit (BIRU) at the Princess Alexandra (PA) Hospital 
in Queensland, Australia provides specialist multidisciplinary rehabilitation following 
brain injury. Occupational therapy services are delivered through both individual and 
group therapy. The group program is underpinned by theory and current evidence 
regarding groups, TBI rehabilitation, occupational therapy and client-centred practice 
[26]. The program utilises formal processes for referral, goal setting, participation 
and evaluation [26]. Four groups are facilitated multiple times per week: meal 
preparation (breakfast and lunch), community access, cognitive, and upper limb 
groups. This study was part of a larger project evaluating the group program.  
 
The study aim was to explore the perceptions and experiences of people with TBI 
about their participation in inpatient occupational therapy rehabilitation groups.  
 
2. Method 
 
Study design 
 
This qualitative study was guided by phenomenological theory to investigate the 
lived experiences and perceptions of individual participants [27] using face-to-face 
semi-structured interviews [28].  
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Ethical clearance was obtained from the Metro South Human Research Ethics 
Committee (HREC/13/QPAH/367) and the Medical Research Ethics Committee, The 
University of Queensland (Approval number: 2013001094). 
 
Participants and setting 
 
Participants were eligible for inclusion if they were participating in the inpatient 
rehabilitation program in the BIRU at the PA Hospital. Further eligibility criteria 
included: a diagnosis of TBI, aged 18-65 years (i.e., broad working age), emerged 
from Post-Traumatic Amnesia (PTA), participation in at least two occupational 
therapy groups, and adequate cognitive and communication ability to provide 
informed consent and participate in an interview. A purposive sampling strategy was 
utilised to include a sample with a range of demographics [29,30]. Sample size was 
based on reaching theoretical saturation, where subsequent interviews provided no 
new additional insights.  
 
Data collection 
 
Interviews were conducted in a quiet space, by the researchers (FP or ED), using an 
interview guide (see Table 1). The interview guide contained broad topics for 
discussion and questions to use for prompting.  
 
Insert Table 1 about here 
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Consideration was given to the potential impact of TBI on participation in an 
interview. Strategies were employed to enhance participation including monitoring 
fatigue, and prompting to assist with cognitive difficulties [31-33]. Interviews were 
audio-recorded and transcribed. Strategies to maximise transcription quality included 
a quiet interview space, testing sound quality at commencement of interviews, and 
checking transcribed data to ensure accuracy [28,34].  
 
Data analysis 
 
The data were analyzed using content analysis [35,36].  As prior knowledge about 
patient perceptions of occupational therapy groups in TBI rehabilitation was limited, 
an inductive approach was taken to the data [36].  
 
The three phases of content analysis, as outlined by Elo and Kyngas [36], were 
followed; preparation, organizing, and reporting. During the preparation phase the 
researchers read the transcripts several times. The organising phase involved open 
coding of transcripts with ‘meaning units’ or sections of the transcript condensed into 
‘condensed meaning units’, and codes identified. An initial list of codes was 
developed from independent coding of two transcripts by three researchers, and 
discussion to reach consensus followed. The three researchers then independently 
applied the list of codes to two further transcripts. Further discussion and consensus 
followed, and the list of codes was revised. The revised list of codes was then 
applied to the remaining 11 transcripts by the first author. Queries with coding were 
discussed with the research team. Codes were grouped into categories and 
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subcategories, and then abstracted into emerging themes. The final phase of 
analysis involved writing up and reporting the process and results.  
 
The underlying motivation to conduct the study arose from a need to evaluate 
service provision. Reflexivity was encouraged during regular team meetings to 
identify the researchers’ own perspectives, and the potential impact on findings.  
 
Methodological quality was considered throughout the study, guided by Lincoln and 
Guba’s four criteria for trustworthiness [37]. The use of established research 
methods, opportunities for regular debriefing and peer scrutiny enhanced the 
credibility of the study. To establish transferability, detailed information about the 
study context and setting was documented throughout the study. Reliability was 
addressed through thorough documentation of the processes and identification of 
study limitations. Reference to field notes and documentation of data analysis 
including queries and consensus was used to assist identification of potential bias 
and address the confirmability, and objectivity of the results. 
 
3. Results 
 
Fifteen participants consented to participate. The mean age of participants was 37.9 
years (SD = 13.6). Four participants were female and 11 were male. Participants 
predominantly had an extremely severe TBI, indicated by PTA duration of greater 
than four weeks.  
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Three themes emerged from the data, 1) feeling normal, comfortable and connected; 
2) learning by doing, seeing and sharing and; 3) practicalities of groups and 
recommendations. Themes and codes are identified in Table 2.  
 
Insert Table 2 about here 
 
Feeling normal, comfortable and connected 
 
The concepts of feeling normal, comfortable and connected were overlapping and 
interconnected. Participants described that groups provided opportunities for ‘normal’ 
interactions, and to do ‘normal’ things. Feeling normal was also described in the 
context of realising they could still do activities that were part of their everyday life 
prior to their TBI. One participant explained, “… I was questioning would I be who I 
used to be um, it started to remind me, you are who you used to be… it was helpful 
on getting back to normal” (P36). Figure 1 provides a diagrammatic overview of 
factors contributing to feeling normal, comfortable and connected.  
 
Insert Figure 1 about here 
 
Perceptions of satisfaction with group participation were reflected in the codes of 
satisfaction (n=11), enjoyment (n=6) and fun (n=5). Comments such as, “I very much 
enjoyed it, you know, so I thought it was very helpful.” (P25) and, “I think it’s [the 
groups] quite positive and I think it’s a good thing to do group things …” (P44) 
exemplified this. 
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Group activities were seen as an opportunity to work together, receive and provide 
support, and motivate others. Ten participants described the support that group 
participation facilitated. For example, “it gives you… something to strive towards…. 
And like also help along people that are behind you as well. Thinking like yeah, you 
know, come on, this is what you’re looking for mate, here you go…” (P25). Working 
together was discussed by nine participants, with one participant describing, “in that 
group yesterday that was so supportive… we were working together so much as a 
team that it was really fantastic.” (P39). 
 
Group composition in the context of feeling comfortable and connected was 
discussed by participants in terms of diversity of backgrounds and experiences 
(n=7). Of the seven participants who discussed diversity, the majority (n=6) 
described these experiences positively. An example included groups providing 
opportunities to interact with people from different ‘walks of life’. Eight participants 
highlighted the impact that differences or similarities in levels of function or 
impairment could have on experiences, reflected in the code ‘group participant mix’. 
 
Connectedness was described positively and reflected in the codes of support 
(n=10), working together (n=9) and interaction (n=6). Six participants described how 
group interactions assisted with feelings of isolation including, “You don’t feel so 
alone. ...It just makes you feel a bit more comfortable.” (P44). This was exemplified 
by how interactions in the groups “spilled over” into relationships on the ward. While 
only three participants explicitly described this, they spoke in detail about the impact 
of this experience. For example, one participant highlighted, “… is also beneficial for 
just life in the unit… any of those situations where you are actually doing something 
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with other in-mates… it’s easier to ah, sit down over a cup of tea at a later time and 
ah, um carry on a conversation, you’ve got, you’ve got something in common 
already… those sort of activities are good for the whole um atmosphere within the 
unit.” (P30).   
 
Feeling normal and comfortable was reflected in the codes of satisfaction (n=11), 
roles (n=9), reassurance – I am me (n=6), and familiarity with aspects of the group 
including group processes (n=6). Participants referred to roles both in the sense of 
groups providing opportunities to participate activities relevant to their pre-injury life 
roles as well as roles they took on in the groups. Opportunities to observe and 
become familiar with processes were seen as positive and highlighted by six 
participants. For example, “in my first group one but that was good because I got to 
see, and for the next one I just jumped in straight in to cooking and got everything” 
(P25). Another participant said, “I felt comfortable in the group.” (P46).  
 
Learning by doing, seeing and sharing 
 
Learning was described as learning about themselves and their abilities following 
TBI which occurred in three key ways; by doing, by seeing and by sharing.  
 
The importance of groups meeting individual needs and goals was highlighted by 
eleven participants. These perceptions were largely positive, and summarised by 
participant 21, “…mostly they were done at a level to meet my needs or everybody’s 
needs, but yeah sometimes they could have been a little bit more specific maybe”.  
Another participant described how facilitators knew their goals and individualised 
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activities, “most of it was tailored towards an individual person... so, each person that 
you had to talk to had your goals in their hand and set up activities to reflect your 
goals” (P36). Of the fourteen participants who discussed goals, thirteen reported that 
the groups met their goals. The importance of knowing their goals was emphasised 
by participant 32, “Just talking about what our goals are, what we want to do...It was 
very helpful” (P32). Nine participants described opportunities that groups provided 
for them to see how they were improving, “I am able to see where I am at” (P44).   
 
In the context of learning by doing, twelve participants described opportunities that 
groups provided to practise skills and activities, and nine participants discussed 
opportunities to participate in life roles. Thirteen participants highlighted that they felt 
more prepared for the real world following group participation. Participants linked the 
doing of activities with confidence in their own skills and preparation for the ‘real 
world’. For example, “Just those tasks that you haven’t done for a while… a lot of 
them are routine um, its, it’s just good to have that situation where you are, its comes 
back, and you, it’s like riding a, you, you realise it’s like riding a bike.” (P30).  
 
Opportunities to observe other patients completing activities was perceived as 
positive with seven participants describing how this assisted with their learning and 
adjustment (reflected by the code group activities – learning). For example, “…after I 
had cog [cognitive] group the lady was talking to a bloke that got released a bit 
earlier than I did and writing diaries and everything you do. So, I started doing that 
and then I could tell my mum and dad about at the end of the day” (P25).  
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Sharing of information and experiences was highlighted in a number of codes 
including support (n=10), and socialising external to the group (n=3). This was 
described as different from sharing with staff, “everybody kind of shares their stories 
and, you know, helps each other. ...In a way that’s different to what you get from the 
doctors and nurses, and everyone else.” (P44). This socialising and support 
occurred both formally in group discussions and activities, and informally during 
conversations outside of groups. The importance of this informal support was 
highlighted by one participant, “don’t underestimate the weight-the value of that 
spilling back into your living environment in BIRU because that’s even greater…” 
(P39).  
 
Participants discussed that groups reassured them, providing opportunities to 
develop confidence in their skills (n=7), ‘see’ improvements (n=9), and prepare them 
for discharge into the “real world” (n=13).  One participant explained, “because you 
have had a brain injury… You are kind of unsure all the time. So, when you do the 
group things, and you get things right, it gives you your confidence back. And I feel 
like that’s really important.” (P44). The importance of confidence was described as, 
“... I am feeling more confident… every day I am improving... that confidence and 
that, you know is really important….” (P39). 
 
Practicalities of groups and recommendations 
 
Participants highlighted a number of practicalities relating to group participation, and 
these were reflected in codes including group activities (n=15), perceived need for 
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the group (n=11), and impact of cognitive communication changes (n=9). Refer to 
Table 2 for a full list of relevant codes.  
 
The activities completed in groups were discussed by all participants and reflected in 
codes including; group activities (n=15), group activities – challenge level (n=8), and 
group activities – challenges (n=6). This generally comprised of descriptions of the 
activities and references to how they may have challenged individuals or groups for 
example, “I mean, for some people it [reference to meal preparation tasks] might be 
a challenge.” (P37). Three of the eleven participants who discussed the perceived 
need for group participation voiced concerns, for example, “they were kind of 
challenging for me in the sense…  I didn’t quite know why I was in the cooking 
group…Because A, I knew how to cook…”, emphasising that “… making sure that 
people know why they’re here and doing things” (P43) was important for motivation 
and engagement in the group.  
 
Attributes of facilitators were raised by ten participants. Overwhelmingly these 
descriptions were positive, for example, “they are very patient, and personable…” 
(P43). Other participants explained how the facilitators encouraged them, “bit of 
encouragement... you know confirmation that you know that was probably the right 
thing, or you did do things in the right order there.” (P33). The importance of the 
facilitator’s role at the beginning of groups was emphasised, “the first five minutes of 
those sessions is critical in that the facilitator, if they can um kind of, get involved to 
ensure that the group dynamics get off the ground in the best way possible…” (P39).  
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Ten participants identified practical recommendations for groups, including the 
importance of introductions. One participant described arriving at a group, “and 
there’s this random person kind of sitting on the side, and we’re like ‘ok’, and what 
are they doing? So, it’s about introducing that person the same as the rest of the 
group…” (P19). Having appropriate equipment and set up to facilitate participation 
was raised, with wheelchair accessibility being an example. Other practical 
recommendations included: facilitators getting to know participants, increasing group 
frequency, and provision of information about group processes.   
 
Participants (n=8) described that the mix of group participants could impact 
significantly on experiences of group participation and feeling comfortable. Nine 
participants discussed the impact cognitive communication changes could have on 
group experiences. Participant 19 described, “…just making sure that the people 
sitting in a group, at a table, are kind of at the same level… if you have someone that 
has, you know, quite a, um, intense disability compared to someone that’s almost 
ready…it kind of doesn’t work…”. In these discussions, participants emphasised the 
importance of selection, and “choosing the right people” for groups (P21). Whilst the 
majority of participants emphasised the importance of group participants being at 
similar levels, two participants highlighted benefits of seeing others at different 
stages of recovery for facilitating hope and providing opportunities to help others. For 
example, “It’d be good say if there’s more um, people who are, do it easier than me, 
like, I can push myself to go as far as them… And say if there’s people who aren’t as 
good as me I can, like help them…” (P46). 
 
4. Discussion and Conclusion 
AC
CE
PT
ED
 M
AN
US
CR
IPT
 16 
 
4.1 Discussion 
This study explored the perceptions of people with TBI about their participation in 
inpatient occupational therapy rehabilitation groups. Three themes emerged: feeling 
normal, comfortable and connected; learning by doing, seeing and sharing and; 
practicalities of groups and recommendations. Participants described how groups 
facilitated a sense of normality and provided comfortable opportunities for social 
interaction and support. Learning in the group environment occurred by doing 
activities, observing peers, and sharing information and experiences. Practical 
issues such as the group activities themselves and facilitator skills, as well as 
recommendations for practice were described by participants.  
 
Currently there is a paucity of research that provides in-depth evidence about patient 
perceptions of participation in TBI groups. Existing research is largely focused in the 
outpatient community setting [21]. The findings from this study shed light on 
perspectives of patients about the inpatient setting. Themes emerging from this 
study are largely consistent with existing research from patient perspectives. This 
includes that groups can provide opportunities for sharing of experiences which 
assists with adjustment and reduces feelings of isolation  [38-43], that groups can 
provide opportunities for learning from peers and helping each other [38,40-45], and 
that groups facilitate socialisation [38,40,41]. The three themes emerging from this 
study were also largely consistent with research investigating TBI rehabilitation 
groups from the perspective of clinicians [46-49]. This study’s findings about the 
value of opportunities for normalisation and adjustment post-injury, and peer support 
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are consistent with groups literature more broadly, and with other health conditions 
[3,9,50].  
 
The perceived importance of the mix of participants in groups and patient selection is 
consistent with existing groups literature [50,51]. Whilst the majority of participants in 
this study identified that similar levels of function between group members was 
important for positive group dynamics and experiences, two participants highlighted 
the benefit of seeing the hope and the road of recovery ahead, as well as 
opportunities to help others who were not functioning as well as themselves. 
Participants also described positive experiences with diversity within groups 
including, interacting with people from different vocational or cultural backgrounds. 
These finding highlights that there are both pros and cons to having groups with 
participants at mixed levels of functioning and has implications for the planning of 
TBI rehabilitation groups to maximise positive group experiences.  
 
Consistent with principles of client centred practice [52,53], consideration of 
individuals’ needs and goals, as well as their perceived need for participation in the 
group emerged strongly. This also has implications for clinical practice, in ensuring 
that group participants are aware of their goals and see the relevance of group 
activities in meeting their needs and goals, thereby reinforcing the need for 
participation in therapy groups.  Implications for group facilitation also emerged in 
terms of balancing individual needs with the benefits of peer interactions, and 
balancing the benefits of diversity with patient concerns about the impact of differing 
functional levels between group participants.   
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Interestingly, this study revealed the impact that connections formed in groups can 
have on broader rehabilitation experiences. In particular, the importance of the 
continuity of relationships developed within groups, and the ‘shared experience’ 
between group participants. Participants not only described the positive experiences 
of group interactions, but also the positive impact this had on development of 
relationships with peers outside of the groups, within the inpatient ward environment. 
Social isolation and adjustment are significant issues following TBI [3,38,40,41], and 
the finding that groups contribute to the development of relationships outside of the 
group provides support for the use of groups even in the early stages of inpatient 
rehabilitation. 
 
This study was conducted at a single site with a small sample (N=15), and within a 
single discipline. The groups were open groups and this may have impacted on 
group experiences [54], compared with closed groups. The participants were in an 
inpatient rehabilitation program, whereas much of the previous research relating to 
groups has been conducted in outpatient and community settings [21]. The setting 
and stage of recovery may impact on the themes that emerged, and the findings of 
this study may not be able to be generalised to other settings and population groups.  
 
The groups within this study were ‘activity groups’ where participants were doing 
daily activities and tasks based on individual goals [26], as compared to support or 
education groups. The concept of ‘real world’ preparation emerged strongly within 
this study, and it would be interesting to investigate whether other types of groups 
that may not focus on doing and practicing activities also facilitate real world 
preparation.  Further investigation is warranted into what components are most 
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important in groups for creating the sense of normality described by participants - the 
‘doing’ of daily activities, the support provided by peers, or a combination of both. 
 
4.2 Conclusion 
From the perspectives of patients, groups can facilitate a sense of normalcy and can 
provide a comfortable environment for learning to occur. Key considerations for 
facilitation of groups from patient perspectives include the mix and diversity of group 
participants, and meeting individual needs within groups. The views of patients in 
this study about participation in groups were generally positive, and so a consumer-
focused approach to health care would support the use of occupational therapy 
groups in TBI rehabilitation. 
 
4.3 Practice implications 
Whilst it can be challenging to engage people with TBI in qualitative research 
because of the resulting disability [32,33],  it is essential researchers invest in this 
engagement given the importance of consumer feedback. This study has shown it is 
possible to get rich and insightful information, even in the early stages of recovery 
using evidence-based strategies [32,33].  
 
Some groups are designed to provide education and this occurs in the form of 
presentations and discussions, including about health conditions and strategies for 
managing conditions [1]. Education can also be delivered more informally while 
participants are participating in activities and such is the case with the groups in this 
study. Key recommendations for group facilitation from the perspectives of patient 
participants have been discussed.  
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Figure 
 
Figure 1: Factors contributing to feeling normal, comfortable and connected 
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Tables 
 
Table 1: Interview guide 
 
Interview guide - questions 
Note these questions will be used as a general guide for the interview to facilitate 
discussions.  
 
Tell me about the groups you have attended in occupational therapy?  
 
What types of groups have you participated in, in Occupational Therapy during your 
admission? 
 If not able to identify… provide prompts: meal preparation/cooking, 
community access (planning & shopping), upper limb, cognition, workshop.  
What was good about the groups? 
What didn’t you like about the groups? 
 
Guide for prompting/probing as necessary 
 Tell me about the …….. group.  
 Did you like that? 
 Why did you like it? 
 Did you enjoy doing……….. with other people in the group? 
 What didn’t you like about that group?   
 Why didn’t you like ……….? 
 
Do you feel the group met your goals? 
What recommendations do you have for the therapists to improve groups in OT? 
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Table 2: Themes, codes and frequency 
 
Themes Codes Frequency 
Feeling normal, 
comfortable and 
connected 
 
Satisfaction 11 
Support 10 
Working together 9 
Roles 9 
Group participant mix 8 
Diversity 7 
Enjoyment 6 
Familiarity - Processes 6 
Interaction 6 
Reassurance – I am me 6 
Fun 5 
Familiarity - People 4 
Familiarity - Environment 3 
Socialising external to the 
group 
3 
Atmosphere 3 
 
Learning by doing, seeing 
and sharing 
 
Goals 14 
Real world preparation 13 
Practise 12 
Individual needs 11 
Support 10 
Roles 9 
Perceived improvements 9 
Confidence in own skills 7 
Group activities - learning 7 
Reassurance – I am me 6 
 
Practicalities of groups 
and recommendations 
Group activities 15 
Perceived need for the 
group 
11 
Facilitators 10 
Recommendations 10 
Impact of cognitive/ 
communication changes 
9 
Group activities – 
Challenge level 
8 
Group participant mix 8 
Group activities - 
Challenges 
6 
Group activities - 
Motivating 
4 
Family participation 3 
Flexibility versus structure 3 
Resources and equipment 2 
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Feedback 1 
Group activities – Enough 
time 
1 
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